the emergency department (ED) with regards to variation in disease acuity and patient volume, it is essential to gather crucial information in a prompt fashion to aid medical decisionmaking and patient disposition. The adult emergency department of our institution was verified as a Level 1 Trauma Center by the American College of Surgeons in December 2015, 24 years after our pediatric emergency department was recognized as a Level 1 Trauma Center. One of the metrics used as an operational benchmark in the ED is imaging interval (time from order of an imaging test to the availability of results). There is a single computed tomography (CT) scanner located in the emergency department, which is utilized by both the adult and pediatric sections. With an anticipated increase in the adult ED patient volume following its new status, we sought to assess the impact of adult Level 1 Trauma designation on the timeliness of pediatric non-trauma CT scans in an emergency department.
Study Objectives: Asthma is one of the most common conditions seen in the pediatric population with > 600,000 ED visits/year for acute asthma exacerbations. Studies have demonstrated that chest radiograph (CXR) is the most frequently ordered ancillary test in exacerbations, despite the fact that no recommendations support this. Even in the setting of fever, hypoxia, or crackles, CXR does not change management, and should only be limited to patients who either do not improve after bronchodilator therapy or were started on antibiotics within a week of ED presentation. Children with asthma frequently have some degree of consolidation due to secretions and airway obstruction and this can mistakenly be read as pneumonia, resulting in unnecessary antibiotic usage. Rolling out standardized asthma guidelines has been shown to improve asthma care and decrease CXR utilization. Based off of this information we hypothesized that introduction of standard asthma practice guidelines throughout our multi-center hospital system would decrease CXR utilization in the ED.
Methods: Study data was abstracted from November 2015 to November 2017 from the electronic medical record (EMR) for patients aged 0-18 seen in 12 EDs both pediatric-specific and general EDs (adults and children) with an ED discharge diagnosis of mild to moderate asthma defined as a primary discharge diagnosis of asthma or wheeze discharged from the ED (mild to moderate asthma). The following variables were extracted: age groups <1 yr., 1-4 yrs., 5-9 yrs. 10-14 yrs., 15-17 yrs. and >17, sex, and receipt of a CXR in the pediatric-specific and general EDs were stratified by pediatric volume low 1-1799, medium 1800-4999, medium-high 5000-9999, high >10,000. Descriptive statistics were used to assess differences in CXR utilization prior to and after the publication of a standardized asthma guideline (November 2016).
Results: There were 4398 mild-to-moderate asthma visits included from 8 hospitals (after exclusion of 4 hospitals with a total of 418 visits that we did not have pre-data). Conclusions: Judicious use of CXR is noted to limit radiation and incidental findings, improve patient safety, and reduce costs. The pediatric-specific ED performed a significantly lower percentage of CXR in mild to moderate asthma patients discharged from the ED as compared to general EDs. Implementation of a system wide asthma policy did not show a significant decrease in CXR utilization across all EDs. Further education of clinicians and embedding asthma guidelines in a standard workflow are necessary to continue to decrease unnecessary CXR usage.
Fever Characteristics and Risk of Serious Bacterial Infection in Febrile Infants
Davis JJ, Lehman E/Penn State Milton S. Hershey Medical Center, Hershey, PA; Penn State Milton S. Hershey Medical Center, Hershey, PA Study Objectives: The goal of this analysis was to determine the fever characteristics (height, duration, location) associated with risk of serious bacterial infection (SBI) in a secondary analysis of a large cohort of febrile infants.
Methods: This is a secondary analysis of the Pediatric Emergency Care Applied Research Network study on febrile infants. Patients were prospectively enrolled at 26 enrolling emergency departments between December 2008 and May 2013 with a documented fever. We analyzed association of height of fever with risk of SBI using logistic regression. We also analyzed location of where temperature was taken (enrolling ED versus non-health care location) and duration of fever (>24 hours versus <12 hours) using simple odds ratio (OR) and reporting 95% confidence intervals (95% CI).
Results: We included 4,821 patients who had at least a blood culture completed. We also did a subgroup analysis of 3,663 patients who had a blood, cerebrospinal fluid (CSF), and urine culture. Height of fever was significantly associated with risk of SBI, with an odds ratio of 1.5 (95% CI 1.2-1.8). This was true for positive blood culture (OR 1.4, 95% CI 1.2-1.7), urine culture (OR 1.4, 95% CI 1.3-1.5), and CSF culture (OR 1.5, 95% CI 1.1-2.0). This association held true whether results from indeterminate cultures were counted as positive or excluded from the analysis (OR for SBI 1.5, 95% 1.3-1.6). Duration of fever was not associated with risk of SBI, and a fever taken in the enrolling ED versus at a non-health care facility was minimally associated with risk of SBI (OR 1.3, 95% CI 1.0-1.5), specifically urine culture (odds ratio 1.3, 95% CI 1.0-1.5). This relationship was stronger when indeterminate results were presumed positive (OR for SBI 1.4, 95% CI 1.1-1.8)
Conclusions: In all analyses, height of fever was associated with all 3 major types of SBI in febrile infants. Duration and location of fever were less reliably associated with risk of SBI, but there was a small association of risk of SBI and a fever taken at the enrolling ED versus at a non-health care location. 
